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Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards 

provide sufficient protection to the patients.  The findings stated above are disclosable whether or not a plan of correction is provided .  The findings are disclosable 

within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 

participation.

This form is a printed electronic version of the CMS 2567L.  It contains all the information found on the standard document in much the same form.  This 

electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found 

on the CMS 2567L. 
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This report is the result of an unannounced revisit 

survey completed on November 29, 2022, 

following a complaint investigation survey completed 

on May 6, 2022, at Milton S. Hershey Medical 

Center - Transplant Center. It was determined that 

the facility was in compliance with Part 482 - 

Conditions of Participation for Hospital - Subpart E 

- Requirements for Specialty Hospital - 482.68 

Special requirements for transplant centers.  

The facility achieved compliance for the following 

Conditions of Participation and standard and 

element level deficiencies: 

482.74 Condition of Participation: Notification to 

CMS for the Adult Kidney Only (MAKO) and the 

Adult Liver (ALI) Transplant Program. 

482.74(a)(1) Change in Key Staff Members Adult 

Kidney Only (MAKO) and Adult Liver (ALI)
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